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Acne cysts....... 


STEROID - RESPONSIVE DERMATOSES 


Topical corticosteroids have a wide number of ‘indications. The specific 
conditions in which they are indicated are listed below:- . 


|. Dermatologic conditions that usually respond well to 
topical corticosteroids 


Allergic contact dermatitis 

Primary irritant dermatitis 

Atopic eczema 

Lichen simplex 

Psoriasis (especially of face and flexures) 
Seborrhoeic dermatitis 

Varicose eczema 


ll. Conditions that may respond to topical corticosteroids, but 
more slowly 


Acne cysts Lichen striatus 

Alopecia areata Necrobiosis lipoidica 

Discoid lupus erythematosus Nodular prurigo 

Granuloma annulare Pretibial myxoedema 

Hypertrophic scars and keloids Psoriasis (palms, soles, elbows, knees) 
Lichen planus Sarcoidosis 


ACTIONS OF TOPICAL CORTICOSTEROIDS 


Corticosteroids, if administered systemically, will exert widespread effects, 
but with topical application, a localized action is achieved. When applied 
to the skin, corticosteroids have the following actions 


1 Anti-inflammatory action: Corticosteroids decrease the produc- 
tion of the chemical mediators of inflammation, thus curtailing the 
vascular response to injury and hence provide relief from the clinical 


manifestations of inflammation. Migration of WBC to the inflamed site 
is also inhibited. 


- Other actions: Corticosteroids have an inhibitory effect on lympho- 
cytes, which may play a role in immunologically - mediated in- 
flammation (i.e. allergic reactions). Corticosteroids have an antimitotic 
eflect (1.€. inhibit Multiplication) on epidermal cells, which could be of 
USE IN psoriasis, a condition characterized by epidermal hyperplasia. 


A GUIDE TO THE CLINICAL POTENCIES 
OF TOPICAL CORTICOSTEROIDS 


1. Very potent 


Beclomethasone dipropionate 0.5% 
Clobetasol propionate 0.05% 
Diflucortolone valerate 0.3% 
Fluocinolone acetonide 0.2% 


2. Potent 


Beclomethasone dipropionate 0.025% 
Betamethasone benzoate 0.025% 
Betamethasone dipropionate 0.05% 
Betamethasone valerate 0.1% 
Desonide 0.05% 

Desoxymethasone 0.25% 

Diflorasone diacetate 0.05% 
Diflucortolone valerate 0.1% 
Fluclorolone acetonide 0.025% 
Fluocinolone acetonide 0.025% 
Fluocinonide 0.05% 

Fluocortolone 0.5% 

Fluprednidene (fluprednylidene) acetate 0.1% 
Flurandrenolone 0.05% 

Halcinonide 0.1% 

Hydrocortisone butyrate 0.1% 
Triamcinolone acetonide 0.1% 


3. Moderately potent 


Clobetasone butyrate 0.05% 
Flumethasone pivalate 0.02% 
Fluocinolone acetonide 0.01% 
Fluocortin butylester 0.75% 
Fluocortolone 0.2% 
Flurandrenolone 0.0125% - 0.025% 
Hydrocortisone 1% with urea 


4. Mild 


Dexamethasone 0.01% 
Hydrocortisone (alcohol or acetate) 0.1% - 1% 
Methylprednisolone 0.25% 
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ECZEMA 


Eczema is the commonest indication for topical corticosteroids. It may 
be described as an inflammatory process of the skin, and is characte- 
rized by erythema, pruritus, papules, vesicles, oozing and crusting, and 
later (in chronic forms) by scaling, lichenification and often pigmentation. 
Though eczema is one of the commonest abnormalities of the skin, It Is 
not a disease entity in itself, but rather like anaemia, requires investiga- 
tions to establish a diagnosis. Another term — dermatitis — is also used 
to describe some inflammatory conditions of the skin, and in practice it is 
often employed synonymously with the term eczema. 


It exhibits three identifiable patterns which are related to the activity of the 
disease. These are termed acute, subacute or chronic,and more than 
one form may be seen in a single patient at the same time. 


In an acute eczematous process, vesicles and occasionally bullae are 
formed which are apparent on clinical and histological examination. A 
serous exudate is observed (wet eczema). 


Subacute eczema is characterized by a glistening of serum rather than 
frank exudation. In chronic eczema only slight intercellular oedema is 
present but the epidermis is thickened (acanthosis) and there is excess 
production of keratin (hyperkeratosis) due to deranged epidermal cell 
function from intracellular oedema. Eczerna is intensely pruritic. As a re- 
sult of patient interference with the skin to relieve the pruritus, excoriation 
and lichenification occur. Postinflammatory hyperpigmentation and hypo- 
pigmentation are common consequences of eczema. 


Eczematous conditions include contact dermatitis, atopic eczema, sebor- 
rhoeic dermatitis, lichen simplex and varicose eczema. 


Acute weeping eczema - Eczematous patches 
are seen on the leg with a serous exudate. 


Subacute eczema. There is glistening of serum rather than frank exudation. Crusting may also 
occur. 


Chronic nummular eczema. Lesions are well 
defined, disc or coin-shaped, scaly and dry. 
They are largely found on the extensor surfaces 
of the limbs. 


ALLERGIC CONTACT DERMATITIS 


Allergic contact dermatitis is an immunological reaction to an exter- 
nal agent. The antigen is frequently a low molecular weight chemical 
(e.g., nickel) Known as a hapten, which links with protein and passes to 
lymph giands where it activates lymphocytes to produce an antibody that 
precipitates an eczematous reaction. Only patients with a predisposition 
will react in this way, and susceptibility is usually life-long. It is in this type 
of dermatitis that patch testing is useful to identify the allergen. Many 
chemicals are incriminated in allergic dermatitis but about thirty are com- 
monly encountered. Among these are nickel (found in some jewellery, 
ZiIDS, Money, etc), chromium (in tan leather shoes and gloves), ingredients 
in dyes (in clothing and hair dye), cosmetics (lipstick, nail varnish) and 
some drugs. Corticosteroids are used to treat acute contact dermatitis. 
However, the condition is self limiting if the sensitizer is identified (with 
patch testing if necessary) and contact with it is avoided. 


Nickel dermatitis. The patient has reacted to the metal of the zip and 
the stud of her jeans. This propensity will persist throughout her life 
and such patients should avoid skin contact with nickel. 


Contact dermatitis. This patient had reacted to the phosphorus ses- 
quisulphide in the striking part of a match box which he kept in his 
pocket. Clothing material between the allergen and the skin does not 
necessarily prevent dermatitis. 


Patch tests. Various commonly encountered 
allergens are put onto the skin of the back and 
examined 48-72 hours later for the production of 
an eczematous response. Three positive reac- 
tions can be seen (patches 6, 13 and 25) 


PRIMARY IRRITANT DERMATITIS 


Primary irritant dermatitis is not the result of an immunological reac- 
tion, but occurs following exposure to an irritant substance. It can occur in 
any individual provided that the irritant agent is sufficiently concentrated 
and exposure to it is sufficiently prolonged. Strong acids and alkalis are 
obvious causes of irritant dermatitis. However, even relatively innocuous 
agents may also be involved. For example, the continual drooling of sali- 
va and food around the mouth in infants can result in primary irritant 
dermatitis. The ‘‘nappy rash” of infancy results from irritation following 
prolonged immersion of the skin in urine and faeces. Housewives may 
develop irritant dermatitis following constant exposure to detergents. In all 
cases, treatment would involve avoidance of exposure to the offending 
agent and the use of topical corticosteroids for symptomatic relief. 


Primary irritant dermatitis on the face of an in- 
fant. This was caused by the continual drooling 
of saliva and food around the mouth and 


cheeks. The dummy compounds the problem by 
occluding the area. 


Primary irritant dermatitis of the napkin area. 
Ahis results from constant and prolonged im- 
mersion of the skin of susceptible babies in 
urine and faeces. In this child post- inflammatory 
hypopigmentation has resulted. 


Primary irritant dermatitis of the back of the hand. This is most commonly seen in 
housewives and in those whose occupation requires their hands to be repeatedly im- 
mersed in water and in contact with irritant substance. This patient worked as a garage 
mechanic. 


ATOPIC ECZEMA 


Asthma, hay fever, urticaria and infantile eczema tend to run in certain 
families, and sometimes two or more of these conditions may develop 
simultaneously or consecutively in the same person. The predisposition 
to these disease is called an ‘‘atopic diathesis’’ and is present in about 
10% of the population. The exact pathogenesis of atopic eczema is 
obscure, but atopic subjects tend to produce very high levels of circulat- 
ing IgE antibodies, which are involved in certain hypersensitivity reactions. 
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The condition usually first appears in childhood and. may continue into 
adulthood. The common sites are the face, the flexures of the elbows, 
knees, and wrists. The eruption tends to be symmetrical. Pruritus is pre- 
sent, and scratching may result in secondary infection with staphylococci 
and/or streptococci. The need to rule out the possibility of allergy to some 
item in the food is considered by some to be an important aspect of the 
treatment. 


Patients with atopic dermatitis have dry skin which is itchy and uncom- 
fortable, and are generally advised to use emollient preparations to keep 
the skin moist and supple. For the dermatitic patches themselves, the 
mainstay of treatment is a topical corticosteroid. 


Atopic eczema. This disease usually starts on the face in early infancy and classically at the age of 
three months. There is ill-defined redness and scaling. Other parts may also be affected. 
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SEBORRHOEIC DERMATITIS 


The term ‘‘seborrhoeic’’ dermatitis is a misnomer. The pathogenesis of 
this condition is not Known. The dry yellow scales associated with the 
disease were thought to represent dried sebum but they are in fact exfoli- 
ated cells of the stratum corneum (the upper layer of the epidermis). 
Although the eruption occurs in areas such as the head and neck, which 
are associated with a large number of sebaceous glands, it is also en- 
countered at sites with few sebaceous glands such as the groin and 
axillae. Seborrhoeic dermatitis involving the scalp may have to be disting- 
uished from the dry white scales of dandruff, which are the result of an 
exaggeration of the normal process of exfoliation (shedding) of stratum 
corneum cells. Seborrhoeic dermatitis, unlike dandruff, is characterized 
by the presence of an inflammatory component in the form of enythema. 


Adult seborrhoeic dermatitis. The central areas 


of the face are next most commonly affected af- 
ter the scalp. 


Seborrhoeic eczema of infancy. This starts at an 
earlier age than atopic eczema and as well as 


involving the face, particularly affects the eyeb- 
rows. 


Inflammation behind and within the ears (otitis 
externa) may be part of the clinical picture. 


ig) 


HYPOSTATIC (VARICOSE) ECZEMA 


Venous drainage of the leg is via the superficial veins which clear the skin 
and subcutaneous tissues and the deep veins which are enclosed in 
muscles. As the muscles contract, particularly when walking, blood is 
pumped upwards in the deep vessels. Consequently, blood is drawn into 
them from the superficial veins via the ‘‘perforating’’ vessels which con- 
tain valves that permit blood flow only from superficial to deep veins. 
Congenital absence or damage to these valves e.g., in varicose veins and 
deep venous thrombosis, leads to venous congestion and oedema of the 
lower leg. Eczema, manifesting as diffuse irritation, redness and scaling 
of the lower leg, with a tendency to brown pigmentation, may result. 
Ulceration may alSo occur. 


LICHEN SIMPLEX 


This is a dermatological form of habit tic. The patient tends to scratch an 
area of skin which results in a lichenified eczematous reaction. Hyperpig- 
mentation may be a feature. The condition is extremely pruritic. It is a 
response to stress, and apart from seeking and removing the relevant 
factors, treatment involves the use of potent topical corticosteroids and 
systemic antihistaminics. 


Varicose eczema. Patches of eczema occur in 
association with varicosities. They may become 
secondarily infected. 


Lichen simplex. An isolated well-defined patch of lichenification is found in 
one of several characteristic locations. This patient was in the habit of 
scratching the outer aspect of his lower leg. 
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PSORIASIS 


Psoriasis is recorded in all races but is more common in temperate 
climates and is rarer in the tropics. Fair-skinned persons are affected 
more than the dark-skinned and there is a definite familial tendency for 
the disease. Both sexes are affected equally. It may start at any age, but 
does so most frequently in the second and third decades of life. 


In psoriasis, there is increased multiplication of the cells of the basal layer 
of the epidermis (epidermal hyperplasia), which rapidly reach the surface, 
producing a thickened and scaly epidermis. The cause of this overactivity 
is not Known. There is scaling and vascularity of the epidermis. The erup- 
tion is characterized by well-defined, slightly raised erythematous lesions, 
of varying size and distribution. 


There is no known cure for psoriasis, but various agents are employed. 
Potent topical corticosteroids are used. They relieve associated itching 
and inflammation. In addition, their antimitotic action can suppress the 
underlying epidermal hyperplasia. Other preparations used in the treat- 
ment include tar and dithranol in combination with exposure to ultraviolet 
light. Recently, photochemotherapy (PUVA), which involves a psoralen (P) 
drug orally, followed by exposure to long wave ultraviolet light (UV-A) for 
activation, has given excellent results. Other drugs are also used, particu- 
larly azothioprine, hydroxyurea and etretinate. The majority of these 
agents appear to act by inhibiting epithelial cell division. 


Psoriasis. Chronic plaques are covered by a sil- 
very scale. The points of the elbows are charac- 
teristically involved. 


Psoriasis. The lesions are usually symmetrical. The elbows & knees are characteristic 
sites. 
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ALOPECIA AREATA 


This is a common disease of unknown aetiology in which hair loss occurs 
in clear-cut smooth patches of the scalp or beard. The onset may be at 
any age, but it frequently starts in childhood or early adulthood. The bald 
skin appears normal, but very short broken hair stumps may be visible as 
black dots or ‘“‘exclamation mark’ hairs. The patches may be single or 
multiple and they may enlarge to become confluent. Spontaneous re- 
growth of hair occurs in the majority of cases, although further attacks 
may later occur. If spontaneous regrowth has not occurred within a few 
months, corticosteroid injections given intradermally will often stimulate 
regrowth of hair in a few weeks. Topical steroids are also used. 


LICHEN PLANUS 


This chronic disease is characterized by extremely itchy, shiny, flat- 
topped, pinkish-purple papules, which eventually resolve to leave pig- 
mented macules. It is largely a disorder of adults and the cause is usually 
not known. The eruption usually starts suddenly on the flexor aspect of . 
the wrist and then spreads to the trunk and shins. Mouth lesions are an 
important aid to diagnosis, though they do not occur in every case. Rarely 
malignant change occurs in chronic oral lichen planus. Lichen planus is a 
steroid — responsive disorder, and in most cases only topical steroids are 
required. These have to be of the more potent variety. Occasionally, injec- 
tion of steroids into the lesion is necessary, and in severe cases, systemic 
steroids are required. 


DISCOID LUPUS ERYTHEMATOSUS 


Lupus erythematosus is an auto-immune disease which occurs in two 
main forms, discoid (DLE) which is confined to the skin, and systemic 
(SLE) which also affects the internal organs. DLE occurs more commonly 
in women, the eruption being largely confined to the face and scalp. The 
condition is chronic and cosmetically disfiguring. Topical steroids are 
effective in DLE, while systemic steroids are required for SLE. Sunlight 
should be avoided. Antimalarials may benefit more widespread lesions. 


Alopecia areata. One or two circular patches of complete hair loss occur. 
Recovery is usual within a year. 


Lichen planus. White lines, known as Wick- 
ham’s striae are found on the surface of many of 
the papuies. 


Discoid lupus erythematosus. Well-defined, red, 
raised, disc-like plaques occur over the cheeks 
and nose. 


NODULAR PRURIGO 


Prurigo is a chronic disorder of the skin, characterized by generalized 
pruritus and widespread excoriation (scratch marks) largely on the limbs 
and upper back. In some patients, actual nodules develop as a result of 
chronic scratching (nodular prurigo). The cause Is unknown, but it some- 
times develops as a complication of another pruritic dermatosis such as 
eczema and it probably represents an idiosyncratic reaction to scratch- 
ing. Treatment of this condition may involve application of topical steroids 
under occlusive bandages or infiltration of the nodules with steroids. 


HYPERTROPHIC SCARS/KELOIDS 


These represent hyperproliferative responses of fibrous tissue to in- 
flammation, infection and trauma, more commonly seen in dark-skinned 
races. They tend to occur on the upper chest, shoulders and back. They 
respond to a limited extent to intralesional corticosteroids. 


PRETIBIAL MYXOEDEMA 


This condition is seen in thyrotoxic patients who have elevated levels of 
the long acting thyroid stimulating hormone (LATS). There is infiltration of 
the dermis with mucin so that thickening and oedema of the skin occurs, 
particularly over the fronts of the shins. The lesions are quite well-defined 
and are either yellow or skin-coloured with very prominent hair follicles 
and often associated hypertrichosis. The treatment is that of the thyroid 
disease, but cutaneous changes do not necessarily respond to this. 
However steroids may be helpful either under occlusion or by injection. 


Nodular prurigo. Excoriated papules and nodules. Keloid. A keloid scar is raised, firm and has a 
are present. Skin biopsy confirmed the diagnosis. | smooth surface. It spreads beyond the site of the 
The condition is.particularly chronic. initiating factor. 


i i ibi : laque is raised and 
Hypertrophic scar. Scarring has occured secondary Pretibial myxoedema The plaqui 
16 pends tolowlng an amateur attempt to remove _ nodular in part. The follicular orifices are patulous 


this tattoo. The scar will eventually flatten. and there is hypertric a 
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SARCOIDOSIS 


This is a fairly uncommon but important multisystem disease with a pre- 
dilection for the skin. Any organ may be involved, but especially the lungs, 
eyes, liver, spleen, lymph nodes and bones. The condition is of unknown 


aetiology. 


Sarcoidosis may present as erythema nodosum, usually seen in young 
adults. It is associated with fever and arthralgia and has an acute onset. 
There may be pulmonary symptoms; a chest x-ray usually reveals 
bilateral hilar lymphadenopathy and this is sufficiently characteristic to 
confirm the diagnosis. The specific skin lesions of sarcoidosis are ASSOCi- 
ated with multisystem involvement and tend to be chronic. Persistent 
infiltrated papules, nodules and plaques are the most usual changes. The 
lesions can occur anywhere on the body, but the upper trunk, arms and 
face are common sites. 


The disease is responsive to systemic corticosteroids. The cutaneous 
lesions also sometimes respond to intralesional steroids and to antimala- 
rials or methotrexate. 


NECROBIOSIS LIPOIDICA 


Necrobiosis lipoidica, either in association with diabetes or de novo, con- 
sists of well-defined plaques on the front of the legs with a yellow appear- 
ance and a waxy feel on palpation, and dilated blood vessels on the 
surface. If this condition ulcerates, as it may, the cutaneous changes are 
sufficient to enable diagnosis. 


is acommon 
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Sarcoidosis. Annular plaques may occur. The trunk 


site. 


Necrobiosis lipoidica. The lesion may ulcerate 
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LICHEN STRIATUS 


This is a distinctive condition which is occasionally seen in children. It is a 
self-limiting linear form of eczema which occurs relatively suddenly along 
a limb or across the trunk. The histopathology is eczematous but the 
cause is unknown. It resolves in a number of months. 


GRANULOMA ANNULARE 


The aetiology of this rather distinctive skin eruption is unknown and in the 
majority of cases there is no association with any underlying systemic 
disease. However, it has been reported to be more commonly associated 
with diabetes mellitus. The condition consists of a well-defined, red, 
annular lesion the margin of which may be made up of a number of 
individual, flat-topped papules. The lesions occur most commonly over 
the backs of the hands, particularly the Knuckles and fingers, as well as 
the feet, ankles and limbs, but they may occur anywhere on the body. 
The lesions may disappear spontaneously. They respond to intralesional 
steroids but often recur. 


ACNE CYSTS 


Epidermoid cysts are frequently associated with acne vulgaris, particular- 
ly acne conglobata (nodulocystic acne), in which there may be one or 
more cysts on the face or trunk. This lesion, which is derived from 
Squamous epithelium, presents as a smooth, mobile, cutaneous or sub- 
cutaneous lump often with a central punctum through which its contents 
may be expressed as cheese-like material. They are often inflamed. 


Lichen striatus is a self-limiting linear form of ecze- Granuloma annulare. The margin of the eruption 
ma. The aetiology is quite unknown and inthis case is made up of individual flat-topped papules. The 
has left behind a postinflammatory hypopigmenta- knuckles are a common site. 

tion which eventually resolved spontaneously. 


Nodulo-cystic acne. The histology of the cysts in nodulo-cystic acne (acne conglo- 
bata) is that of an epidermoid cyst. 


LYKA’s topical steroid range 


Flucort 0.01% lotion 
(fluocinolone acetonide) 


moderately potent | 


Flucort 0.025% Ointment 
Flucort 0.025% lotion 
Flucort 0.025% gel 
(fluocinolone acetonide) 


Flucort-H 0.1% ointment | 
(fluocinolone acetonide) 


potent to very potent : 


Dermotyl 0.05% 
(clobetasol propionate) 


very potent 


effective in dermatoses of 
varied etiology 


Dermatoses which respond easily to mod- 
erately potent steroids, particularly those 
occurring in hairy regions and flexures,includ- —_ 
ing allergic contact dermatitis, irritant dermati- 
tis, atopic eczema and seborrhoeic dermatitis. 


Common dermatoses such as allergic contact 

dermatitis, primary irritant dermatitis, atopic | 
eczema, seborrhoeic dermatitis, varicose ecze- 

ma, lichen simplex, alopecia areata and some 

fos Of psoriasis. =. - 


Relatively resistant dermatoses like psoriasis 
and chronic eczemas. 


Stubborn dermatoses, eg. psoriasis (especially 
of thick skinned areas like palms, soles, 
elbows and knees), lichen planus, discoid 
lupus erythematosus and chronic recalcitrant 
eczema. Pe 
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SKIN LOTION 
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